Background: Diseases of the bladder, particularly inflammation (cystitis), constitute an important source of clinical signs and symptoms. Tumors of the bladder are an important source of both morbidity and mortality.
INTRODUCTION
Diseases of the bladder, particularly inflammation (cystitis), constitute an important source of clinical signs and symptoms. Usually, however, these disorders are more disabling than lethal. Neoplasms of bladder pose biologic and clinical challenges [1] . Tumors of the bladder are an important source of both morbidity and mortality. It is the second most common malignancy seen by the urologist [2] . Various risk factors include cigarette smoking, industrial exposure to acrylamine, schistosoma hematobium, cyclophosphamide, artificial sweeteners and long-acting use of analgesics. How these influence to induce cancer is unclear, but a number of cytogenetic and molecular alterations are heterogeneous [3] .
In general, the prevalence of bladder tumours in developed countries is approximately 6 times higher compared with that in developing countries. The most common type of bladder cancer in developed countries is urothelial carcinoma, derived from the uroepithelium, which constitutes more than 90% of bladder cancer cases in USA, France or Italy. However, in other regions (e.g. Eastern and Northern Europe, Africa, Asia) the relative frequency of urothelial carcinoma of the bladder is lower [4] . The relative frequency of histological subtype of bladder carcinoma depends on the clinical setting. About 90% of bladder carcinoma reported from the West is transitional cell type. In large series reported from Egypt, squamous cell carcinoma (SCC) accounted for 59-73% of bilharzial bladder cases which are endemic areas for Schistosoma Haematobium [3] .
Objectives:
1) To study the histopathological features of various lesions in bladder. 2) To study the frequency of different pathological lesions, particularly Papillary Urothelial Neoplasms in urinary bladder. 
MATERIAL AND METHODS

RESULTS
Out of 35 cases, 12 (34.28%) were non neoplastic lesions and 23 (65.71%) were neoplastic lesions (Table 1) .
Among the non neoplastic lesions most common lesion was cystitis (41.67%), with 2 cases of cystitis glandularis (metaplasia), 1 of cystitis cystica, 1 of polypoid cystitis and 1 of eosinophilic cystitis. Cases of non specific inflammation constituted 4 cases (33.33 %) of non neoplastic lesions. Among them 2 were associated with trauma,1 with fistula and 1 with diverticulum. Among the other non neoplastic lesions there were Benign Epithelial Inclusion Cyst, Abscess and Hydatid Cyst, 1case (8.33%) of each. Table 2 shows histopathological spectrum of non neoplastic lesions of urinary bladder.
Among the neoplastic lesions most common was Papillary Urothelial Neoplasm 19 cases(82.60%) with 2 cases of Squamous Cell Carcinoma(8.69%),1 case of Poorly differentiated Carcinoma of Neuroendocrine Differentiation (4.35%) and 1 case of Paraganglioma(4.35%)[ Table 3 ].
Among the urothelial neoplasms, most common were Papillary Urothelial Carcinoma, Low Grade with 9 cases(47.36%) [ Table 4 ].
Most common age groups affected by the neoplastic lesions were 41-50 years and 61-70 years with male to female ratio being 2.29:1[ Table 5 ]
DISCUSSION
Cystoscopy is the primary diagnostic tool in the diagnosis of urinary bladder carcinoma. The histopathological study of the cystoscopic biopsy not only gives the diagnosis but also provides the additional information to the urologist that can have impact on the treatment.
Out of 35 patients, 27 (77.14%) were males and 8(22.86%) were females with male to female ratio being 3.3:1.Among the neoplastic lesions out of 23 cases, 16(59.26%) were male and 7(40.74%) were females with male to female ratio being 2.28:1.Similar finding were seen in several studies of cystoscopic biopsy. [5] [6] [7] [8] Bladder carcinoma is more common in elderly males. The most common age groups of presentation of neoplastic lesion of the bladder were 41-50 years and 61-70 years, followed by 51-60 years. This is similar to that reported in the existing literature [6, 9, 10] .
Out of 35 cases 12(34.28%) were non neoplastic lesions most common being cystitis. Out of 5 cases of cystitis 2 cases were of Cystitis glandularis and 1 each of cystitis cystica, polypoid cystitis and eosinophilic cystitis. Out of 4 cases of non specific inflammation 2 were associated with trauma, one with diverticula and another with fistula formation. One case was of Hydatid Cyst in the bladder which was also associated with hydatid cyst of liver and kidney. One case of epithelial inclusion cyst was there in our study.One case of abscess in the muscular wall was also there in our study.
Out of 35 cases 23(65.71%) were neoplastic lesions. Among the neoplastic lesions urothelial neoplasms were most common consisting of 19(82.60%) cases. There was no detrusor muscle in 3(15.79%) cases of urothelial neoplasm to assess the muscle invasion. Laishram et al [6] could also assess only 83% cases for invasion and out of that 42.1% cases showed muscle invasion [6] .Muscle invasion was seen in 26.31% cases of urothelial neoplasm in study done in Nepal [11] .The same study showed 26.7% cases of invasive urothelial carcinoma.
Other studies showed 35.8%, 27.2% and 26% of muscle invasion in urothelial carcinoma respectively [7, 12, 13] . Comparable to these, in our study 26.31% of Urothelial Neoplasms showed muscle invasion. About 70 % of all carcinomas of the urinary bladder are either non-invasive (pTa) or only minimally invasive (pT1) at the time of presentation [14] .Correct histologic grading and tumor staging is crucial for proper and optimal patient management. The corner stone of bladder cancer diagnosis, treatment and staging is a high quality transurethral resection of the bladder tumor (TURBT) [15] .
In our study most common urothelial neoplasm were Papillary Urothelial carcinoma,Low Grade consisting 9 cases out of 19 cases with 3 showing lamina propria invasion and in two cases biopsy were inadequate. There were 7 cases of Papillary Urothelial carcinoma, High Grade with 5 cases showing muscularis propria invasion, one showing lamina propria invasion and in one case biopsy was inadequate. In most analysis, less than 10% of low grade cancers invade, but as many as 80% of high grade TCC are invasive [17] .
In our study 3 cases were of Papillary urothelial neoplasm of low malignant potential.
As compared to Matalka et al observations, their study showed 40% cases of high grade TCC and 60% of low grade TCC. In our study 47.36% of urothelial neoplasms were Low Grade(Micrograph 2),36.84% were High Grade(Micrograph 3) and 15.79% were with Low Malignant Potential(Micrograph 1).
In our study there were only 2 cases of Squamous Cell Carcinoma. In contrast to the studies done in South East Asian countries and Western countries, Nigeria has squamous cell carcinoma as the most common type of urinary bladder carcinoma. This is because of high frequency of association of squamous cell carcinoma with schstosomiasis [17] . However this pattern has been changing in Egypt in the last few years. There is decline in squamous cell carcinoma and increase in urothelial carcinoma [18] . In India there is only a focus of population infected by Schistosomia haematobium as compared to other countries [19] which explains lower incidence of Squamous cell carcinoma of bladder.
Our study showed one case of Poorly Differentiated Carcinoma with Neuroendocrine Differentiation which was confirmed by IHC. Tumor was positive for NSE and negative for Chromogranin.
CONCLUSIONS
Our study has revealed that the bladder tumours are the commonest lesions seen in the received specimens of bladder tissue and Papillary Urothelial Neoplasm was the predominant tumour type. Besides, other investigations, cystoscopic bladder biopsies help in the early diagnosis and treatment of various bladder lesions. This study documents a high frequency of urothelial tumor, mostly non invasive papillary urothelial neoplasm, low grade with a male preponderance in the age group above 40 years. Invasion to the muscle layer correlates with high grade tumor. Hence, inclusion of detrusor muscle in the cystoscopic biopsy is very important. 
